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Abstract
Introduction: Patients who suffer from substance use disorder (SUD) might receive 
services from different service providers in an opioid maintenance treatment pro-
gramme (OMT) and have a widespread and complex need for nursing.
Background: Literature reveals that prejudices against people with SUD exist. There 
is a lack of studies exploring patients with SUD experiences of preserving their dig-
nity in the encounter with healthcare staff. The aim of the study was to gain insight 
into the meaning of dignity for patients with SUD.
Methods: The research design was descriptive and interpretative. In the interpreta-
tion of qualitative in-depth interviews with six patients, a hermeneutical approach 
based on Gadamer (Truth and method, Sheed & Ward, London, UK, 1989) was used.
Results: Analysis resulted in three mains themes about the meaning of dignity: (a) The 
material dimension. (b) To be respected by others. (c) The inner experience. Factors 
enhancing dignity in the encounters were as follows: (a) Being respected and ac-
knowledged. (b) Being cared for. (c) Knowledge and persistent relation. Factors de-
priving dignity were as follows: (a) Stigma and prejudice. (b) Insufficient relations and 
lack of confirmation. (c) Experiencing disrespectful/patronising attitudes and lack of 
knowledge.
Conclusions: The material dimension of dignity containing an aesthetically aspect was 
important for these patients. Dignity was also experienced as strongly connected to 
respect. Dignity can be enhanced by treating patients with SUD with understand-
ing and respect, and dignity can be inhibited through stigmatization of patients with 
SUD, as well as by caregivers’ lack of knowledge.
Relevance to clinical practice: The study clarifies a need for more knowledge about 
SUD among healthcare staff, as well as promotes ethical awareness in encounters 
with patients regardless of their background.
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1  | INTRODUC TION
Approximately 29.5 million of the global adult population suffer 
from drug use disorders (United Nations Office on Drugs (UNODC), 
2017). In Norway, a country with a population of 5.2 million people 
(Statistisk sentralbyrå (SSB), 2017), it is estimated that approximately 
8,700–12,300 people have a need for treatment because of intra-
venous drug use (Biong & Ytrehus, 2012). In the European Union, it 
is estimated that 1.3 million are high-risk opioid users, and 628,000 
opioid users have received substitution treatment (European drug 
report 2018: trends and developments, 2018). In the USA, an esti-
mated 1 million people receive medication-assisted treatment (MAT) 
of the 2.5 million Americans who might benefit from it (United States 
Department of Health and Human Services (HHS), 2015).
Drug use disorder is also known as substance use disorder (SUD; 
American Psychiatric Association, 2013). Patients who suffer from 
SUD might receive services from different service providers and 
have a widespread and complex need for nursing. In this study, 
the patients were in an opioid maintenance treatment (OMT) pro-
gramme. In 2016, 7,554 patients were in the OMT programme in 
Norway (Senter for rus- og avhengighetsforskning (SERAF), 2017). 
The treatment goal in the OMT programme could be rehabilitation 
or harm reduction; sometimes it is a combination of both. To stop 
using substances can be a more long-term goal for the patients 
(National Institute for Alcohol & Drug Research, 2013).
The patients in this study received their OMT medications ad-
ministered by home-based nursing. The medications used in OMT 
are methadone and buprenorphine, both of which have several po-
tential dangers, and the treatment is regulated according to guide-
lines (Norwegian Directorate of Health, 2013). The medicaments 
could harm the patient if not taken as prescribed, and these drugs 
could harm others if they end up in the illicit market. The increase 
in deaths related to methadone in recent years has been connected 
to leaks of these medications from the OMT programme (Clausen, 
2014).
Based on the desire to normalise the treatment, it is beneficial 
that the patients in the OMT programme receive their medications at 
a pharmacy. Half of the patients in the OMT programme in Norway 
receive their medications in pharmacies (Senter for rus- og avhen-
gighetsforskning (SERAF), 2018). When patients have difficulties 
getting their OMT medications from a pharmacy, home-based nurs-
ing can get the responsibility for the administration. Home-based 
nursing staff help many different patient groups, and most of the pa-
tients are older people. A lack of knowledge about the caring needs 
of patients with SUD, and the guidelines that regulate the OMT pro-
gramme could cause challenges and difficulties in these encounters.
2  | BACKGROUND
Home-based nursing staff may lack knowledge about psychiatry 
(Flöjt, Le Hir, & Rosengren, 2014; Grönroos & Perälä, 2008). Furåker 
(2012) stated a need for developing competencies in psychiatric 
nursing. Updating their competence has been experienced as chal-
lenging, as many nurses experienced it as challenging to apply ev-
idence-based knowledge in their work (Grönroos & Perälä, 2008). 
Howard and Holmshaw (2010) argued that there are less negative 
attitudes towards patients with mental health problems and SUD 
among staff who received training in how to work with these pa-
tients. Respecting and confirming patients’ dignity is a fundamen-
tal aspect of high-quality encounters between patients and district 
nurses (Nygren Zotterman, Skär, Olsson, Söderberg, & Zotterman, 
2015).
Nurses and other healthcare staff experience challenges, such 
as manipulation and/or threats, and they struggle to give care to pa-
tients with SUD, who they found provoking at times (Peckover & 
Chidlaw, 2007). van Boekel, Brouwers, van Weeghel, and Garretsen 
(2014) argued that healthcare staff have negative attitudes towards 
patients with SUD. Working with patients with SUD, especially pa-
tients who use narcotics, has a low status (Gilchrist et al., 2011). 
Nurses and other healthcare staff experience challenges as ma-
nipulation, threats and struggled to give care to patients who they 
found provoking in encounters with patients with SUD (Ford, 2011; 
Ford, Bammer, & Becker, 2008; Johansson & Wiklund-Gustin, 2016; 
Michaelsen, 2012).
Some nurses have negative attitudes towards patients with SUD 
and treat these patients with authoritarianism (Howard & Sulki, 
2000; Howard & Holmshaw, 2010). Living with SUD is treated as 
a moral or criminal challenge instead of a health issue (Livingston, 
Milne, Fang, & Amari, 2011). Michaelsen (2012) stated that nurses 
distance themselves from patients who provoke them. The chal-
lenges nurses experience when caring for patients with SUD lead to 
the nurses being vigilant in these encounters (Johansson & Wiklund-
Gustin, 2016).
In a study that pointed out the care needs of these patients, a 
need for care that accommodated the patients’ need for fellow-
ship and belonging, confirmation and respect appeared (Wiklund, 
2008b). Patients in the OMT programme experience challenges with 
their treatment. The control regimens in the OMT programme lead 
to a feeling of powerlessness among the patients (Granerud & Toft, 
2015). One study revealed that disagreements in attitudes among 
staff also exist among those who worked in the OMT programme 
What does this paper contribute to the wider global 
community?
• The material dimension of dignity containing an aesthet-
ical aspect is important for patients with substance use 
disorder (SUD).
• The study clarifies a need for ethical awareness in en-
counters with patients with SUD.
• Dignity can be enhanced in encounters when healthcare 
staff treat each individual patient as a unique human 
being.
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(Gjersing, Waal, Caplehorn, Gossop, & Clausen, 2010). A study by 
Go, Dykeman, Santos, and Muxlow (2011) argued that patients in 
the OMT programme need social support and a holistic approach, 
and the healthcare staff needs knowledge about the treatment 
to follow-up with patients who receive OMT. Anstice, Strike, and 
Brands (2009) stated that it is important that patients in the OMT 
programme who receive their medications in pharmacies have expe-
riences in which they are met with respect.
The literature search revealed a lack of studies that could shed 
light on the encounters between patients with SUD and healthcare 
staff in home-based nursing. It has been stated that different ways 
of distributing OMT medications should be evaluated qualitatively 
(SERAF, 2014). We did not find any study exploring persons’ expe-
riences of preserving their dignity in the encounter with health care 
staff. We found it therefore important to carry out the present study.
2.1 | Aim and research questions
The aim of this study was to gain insight into the meaning of dignity 
for patients with SUD in encounters with home-based nursing staff.
The research questions were as follows: What is dignity for the 
patient? What could enhance the experience of dignity in the en-
counters? What could be barriers to the experience of dignity in the 
encounters?
3  | METHOD
3.1 | Design
The research design was descriptive and interpretative. It was also 
partly explorative, based on a lack of previous studies regarding 
the perspective of patients with SUD during their encounters with 
home-based nursing staff. In the interpretation of the data, a herme-
neutical approach based on Gadamer (1989) was used.
3.2 | Participants and data sampling
To contact the participants in the study, an outpatient clinic with 
responsibility for patients in the OMT programme was contacted, 
and nurses working in the outpatient clinic became contact persons 
for the project. The inclusion criteria were as follows: (a) the par-
ticipants had to receive their OMT medication from home-based 
nursing; (b) they had been in the OMT programme for at least one 
year; and (c) they lived within an acceptable distance for conducting 
the interviews. It was desirable to have a 50/50 gender balance in 
the study and to include patients with different treatment perspec-
tives, both rehabilitation and harm reduction. As it turned out, it was 
not possible to recruit as many women as men. The nurses in the 
OMT programme evaluated that participation in the project would 
be stressful for many of the women in the OMT programme. The 
percentage of women in OMT has been approximately 30% in recent 
years (SERAF, 2017).
It was considered beneficial that the patients’ contact persons 
recruited the participants. The “contact person” was a nurse who 
had the responsibility for following up patients according to the 
guidelines in OMT programme in Norway. These nurses knew their 
patients well according to the strict guidelines including patients in 
the OMT programme. The nurses asked patients they considered 
met the inclusion criteria of the study and who they considered 
would not be harmed by participating. The contact person's relation 
to the patient provided knowledge about the challenges the individ-
uals could experience in their life and made it possible to determine 
that participation would not be stressful for the patient. The first 
author contacted the patients who considered participation in the 
study by phone or text message. Some of the participants were anx-
ious about answering their phone. To let them know who tried to call 
them was important to establish contact.
A semi-structured interview guide was used in the data sampling. 
The interview schedule was developed after literature search devel-
oping the project-outline. It was also based on prior experiences of 
the researchers. The second author has comprehensive experience 
with qualitative studies, and the researcher who conducted the in-
terviews has experience working with patients with SUD. When de-
signing the interview schedule one of the researchers had a meeting 
with staff in an outpatient clinic with responsibility for patients in 
the OMT programme and the staff gave their input.
The interviews were initiated by questions about the service 
the participants received and what they anticipated from the home-
based nursing staff. Then, the participants were asked what the word 
dignity meant to them, and they were asked to tell about positive 
and negative experiences in their encounters with healthcare staff. 
To explore factors that could enhance or be barriers to the meaning 
of dignity, the participants received an open question regarding this. 
They were also asked what they thought could influence dignity in 
meetings with healthcare staff in home-based nursing. The inter-
views had a duration of approximately 40–130 min.
After completing three interviews, the interview guide was eval-
uated by the two researchers responsible for the study. It was con-
cluded that it was appropriate for use throughout the whole data 
collection process.
The interviews were conducted over a period of seven months. 
There were some challenges recruiting the participants, and many 
potential participants lived in rural places. In the geographic region 
where the study was conducted, approximately 50% of the patients 
in the OMT programme received their medications from pharma-
cies (SERAF, 2018). Many of the patients who received their OMT 
medicines from staff in home-based nursing experienced many chal-
lenges in their daily life, including mental conditions such as anxiety. 
This contributed to the assessments that participation in the study 
could be a burden for many of the OMT patients who received their 
medications from home-based nursing.
Six patients, four men and two women participated in this study. 
The ages ranged from 20 to 55 years old, and they had participated 
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in the OMT programme between 2 and 15 years. Some of the par-
ticipants had a treatment perspective that was mainly rehabilitation; 
for others, it was harm reduction. Some had a treatment perspective 
that was a combination of both. The participants chose the place for 
the interview, which was important for the feeling of being in a safe 
environment. Two participants wanted to be interviewed in their 
home, two in a meeting room, one on the premises of the outpatient 
clinic and one in a psychiatric hospital where the patient had been 
hospitalised earlier (Table 1).
3.3 | Data analysis and interpretation
All interviews were recorded digitally and were transcribed verbatim 
by the researcher. The raw text data consisted of 123 pages. The re-
searcher who conducted the interviews undertook the analysis and 
interpretation. The second author read the interviews and had full 
access to the transcribed text and gave input to analysis and inter-
pretation continuously during the process. The transcribed text was 
read several times to get an overview of the data material and to be 
sure that no themes were left out. Substantial themes were written 
in the margin of the text. Textual units belonging to the same theme 
were sorted under the respective theme.
Gadamer (1989) states that we must be prepared for the text to 
tell us something when we try to understand it. As an interpreter we 
take our own experiences with us into the process of interpretation. 
When trying to understand we must be aware that these fore-mean-
ings can distract us. The text is also shaped in its own context and 
have its own horizons that can limit its meaning. Through dialogue 
between the interpreter and the horizons of the text meaning can 
be formed. Acquiring a horizon of interpretation requires a fusion of 
horizons (Gadamer, 1989).
It is important that we from the start are sensitive to the text 
alterity. Being aware of your own bias is important, this makes it pos-
sible for the text to present itself and its truth and assert its truth 
against our fore-meanings (Gadamer, 1989). In hermeneutic inter-
pretation, parts of a text are seen in the light of the whole text, the 
hermeneutic circle is described as a dynamic recognition process in 
trying to understand the individual parts of a text reference to the 
text as a whole.
Meaning coding, meaning condensation and meaning interpre-
tation, as described by Kvale and Brinkmann (2009), were used to 
analyse the text. The further text analysis was based on Kvale and 
Brinkmann's three levels of interpretation: self-understanding, crit-
ical common sense understanding and theoretical understanding 
(Kvale & Brinkmann, 2009). Self-understanding is described as what 
Gender
Age 
(5-year 
ranges)
Duration/Time in 
OMT (years) Treatment perspective
Type of 
medication
Female 20–25 3 Rehabilitation Buprenorphine
Male 35–40 5–10 Rehabilitation and harm 
reduction
Buprenorphine
Female 40–45 12 Rehabilitation and harm 
reduction
Methadone
Male 40–45 2–4 Harm reduction Methadone
Male 45–50 4 Rehabilitation Buprenorphine
Male 50–55 15 Rehabilitation Buprenorphine
TA B L E  1   Overview of the participants 
in the study
TA B L E  2   Example of analysis process
Textual units Theme Sub-theme
[…] dignity is to have a proper residence, to have a proper shower, having 
access to a washing machine, keep it clean, possibilities to do this on my 
own. That affects my dignity. Because I have lived in caravans, trashed 
houses and anything else..
The meaning of dignity The material dimension
[…] It is just that people treat you like a human being and not as an addict. 
It is what I appreciate most with respect, that even if I have a past with 
all kind of things. I would like people to respect me for who I am […] 
Because home-based-nursing give me OMT medications and know I 
have a past with addiction. I like that people enter my door with under-
standing, and tell me that I look good
Factors enhancing dignity Being respected and acknowledged
[..] I do not appreciate that everyone distrusts me and things like that, 
just because of my past. I know that there are many lies and things like 
that among people who live with addiction, but you actually change. 
Many do not believe the things you tell them to be true, I do not really like 
that
Factors depriving dignity Stigma and prejudices
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the participants perceive as the meaning of their statements formu-
lated by the interpreter in condensed form. This level of interpreta-
tion is a paraphrased condensation of the views of the participants 
as understood by the researcher. At the common sense level, the 
understanding goes beyond the participants’ self-understanding. 
The theoretical understanding goes further than the two other lev-
els of interpretation and includes theory (Kvale & Brinkmann, 2009; 
Table 2).
3.4 | Ethical considerations
Prior to the data sampling, the study was evaluated by one of the re-
gional committees for medical and health research ethics in Norway, 
who concluded that the study could be conducted. The study was 
also evaluated by the Norwegian Centre for Research Data, who rec-
ommended approval of the study. Patients with SUD who are part 
of the OMT programme are vulnerable. Caution when gathering 
information from vulnerable groups regarding sensitive subjects is 
important (Malterud, 2011). It was important to avoid that the par-
ticipants felt exposed to pressure or risk and that they received ad-
equate information prior to the interviews. The researcher was very 
careful not adding any pressure on the possible participants prior to 
the interviews. All participants were offered to have the research 
questions read up over phone before they decided if they wanted 
to participate.
The participants received a letter with information about the 
study that stated that participation was voluntary and that they 
could withdraw from the study at any time without any conse-
quences. They were informed that all data would be anonymised, 
that confidentiality was assured and that data would be stored 
in accordance with the guidelines of the Norwegian Centre for 
Research Data. All participants provided written, informed con-
sent. One of the fundamental ethical principles of the research 
ethics of the World Medical Association's Helsinki Declaration is 
that vulnerable groups should benefit from the results of the re-
search (World Medical Association Declaration of Helsinki, 2013). 
It has been stated that experiences regarding different ways of 
distributing OMT medications should be evaluated qualitatively 
(SERAF, 2014). Many of the participants stated that they experi-
enced participation in the study as important.
3.5 | The phenomena of dignity and stigma
We make use of the phenomena of dignity and stigma in the way that 
the results are discussed in the light of these phenomena in the dis-
cussion section. The reason for this was literature search prior to the 
study combined with experience in encounters with patients with 
SUD by one of the researchers working as a nurse in a hospital unit 
and in a project directed towards patients with SUD. Experiencing 
that some patients with SUD can be met with prejudices, the re-
searcher wanted to conduct a study to enlighten these patients’ 
experiences of dignity. Stigma was chosen to enlighten the social 
aspects when living with SUD.
Several researchers describe human dignity as absolute and 
universal (Edlund, Lindwall, Post, & Lindström, 2013; Eriksson, 
1995; Nordenfelt, 2004). Dignity has also been described as sub-
jective and relative, connected to an aesthetic dimension regarding 
respectable, decent and correct acts (Eriksson, 1995). Nordenfelt 
(2004) uses the term “dignity of merit” about dignity associated 
with social status and position. Dignity connected to the body and 
mind of the individual can change as a result of fellow humans’ 
acts and because of changes in the body and mind of the individual 
(Nordenfelt, 2004).
Edlund et al., (2013) described relative dignity, which is influ-
enced by culture and society. Part of relative dignity is an exterior, 
aesthetic dimension of dignity belonging to the bodily dimension of 
the human being (Edlund et al., 2013).
Stigma is described as the situation of individuals that disquali-
fies them from a complete social aspect (Goffman, 1963). The author 
describes three forms of stigma: stigma of group identity connected 
to race and religion and physical stigma connected to deformities 
of the body. SUD and mental health problems belong to the stigma 
of character traits, which is regarded as a result of a weak will or 
as unnatural. In encounters with others, people who carry a stigma 
can be uncertain about how they will be met and perceived. People 
carrying a stigma can go through what Goffman (1963) refers to 
as “Moral Career.” The carrier of the stigma learns what carrying a 
stigma means and adopts others point of view considering this and 
its consequences (Appendix S1).
4  | RESULTS
Analysis of the interview text resulted in three main themes about 
the meaning of dignity: (a) the material dimension, (b) to be re-
spected by others and (c) the inner experience. The interpretation 
identified factors enhancing dignity in the encounters as: (a) being 
respected and acknowledged, (b) being cared for and (c) knowledge 
and a persistent relation. Factors depriving dignity were as follows: 
(a) stigma and prejudice, (b) insufficient relations and lack of confir-
mation and (c) experiencing disrespectful/patronising attitudes and 
lack of knowledge.
4.1 | The meaning of dignity
4.1.1 | The material dimensions
Several participants connected dignity strongly to material things. 
We live in a society where the standard of living is high, and it 
may seem that the things you own reflect how successful you are. 
Similarly, lack of dignity can be experienced as a poor living standard 
that may indicate someone is unable to manage their life. The par-
ticipants told about periods in their life where they had few material 
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goods, poor living standards and a very difficult life. They referred to 
this way of living as lacking dignity.
[…] it has been periods of my life where I have lived in 
a sleeping bag. Many addicts do that, and then you feel 
that you lack dignity 
(Participant 4).
The participants described having money and material goods and 
managing practical tasks in daily life as characteristics of people who 
had dignity. Money was considered a means for realizing things that 
could be important for experiencing dignity.
An important aspect of the material dimension of dignity was 
aesthetic. Dignity was connected to having a “proper” place to live 
and looking “proper.” People who had dignity were described as 
having everything in order and living in clean and tidy surroundings.
[…] dignity is to have a proper residence, to have a proper 
shower, having access to a washing machine, keep it clean, 
possibilities to do this on my own. That affects my dignity 
(Participant 6).
Several of the participants connected dignity with having the same 
material things as others. An aesthetic aspect was highlighted by de-
scribing humans who had dignity; they looked proper and lived their 
lives in clean, tidy and proper surroundings.
4.1.2 | To be respected by others
The participants experienced dignity as strongly connected to re-
spect; they described the terms dignity and respect as almost syn-
onymous. They emphasised that being respected and trusted by 
people they meet was very important for their dignity, so important 
that they described it as being met and treated as a human being.
[…] Dignity is … as I told you earlier… that people have 
trust in what you tell them: Trust that you actually are a 
human being and not get stuck in your past, that you are 
treated like a normal human being 
(Participant 1).
Dignity was that others meet them with an open attitude, without 
prejudice and in the same way that they meet all others. Dignity was 
perceived as being treated in a way that made you feel having individ-
ual value. In the encounters with the staff from home-based nursing, it 
was important to show respect and trust.
4.1.3 | The inner experience
Dignity was also described as a feeling, an inner experi-
ence, as something within each individual. Based on this, the 
participants felt that dignity was something they could contribute 
to themselves.
Difficult to explain… it is just the feeling of how you are 
(Participant 2).
Based on the understanding of dignity as an inner experience, each 
one could influence and alter their own dignity and have responsibility 
for their own dignity. This aspect of dignity is personal and individual, 
and it is strongly connected to feelings.
4.2 | Factors enhancing dignity in the encounters
The participants had strong opinions regarding factors that might 
enhance dignity in the encounters.
4.2.1 | Being respected and acknowledged
The participants connected dignity strongly with respect. In the en-
counters with healthcare staff, the participants had a desire to be 
met as the individuals they are.
It is just that people treat you like a human being, and not 
as an addict. This is what I put highest with dignity, even 
though I have a past, with all kind of things. I would like 
people to respect me for who I am 
(Participant 1).
The participants experienced dignity when they were treated 
as every other patient is treated. They wanted to be met as fellow 
human beings; this made them feel equal to the healthcare work-
ers and made it possible to understand and trust each other. The 
participants felt that they had knowledge that was useful. By being 
acknowledged for their knowledge about drugs and drug use, they 
were able to give advice to the healthcare staff about this subject, 
which made the participants feel that they gave something back.
They hear what I have to say, “we didn’t know that, that 
was good to know”. So you feel like you contribute a bit to 
further educating them 
(Participant 3).
The staff expressed this recognition through communication with 
the participants as equals, which was regarded as positive and was ex-
perienced as contributing to enhancing dignity.
4.2.2 | Being cared for
The participants appreciated that the staff cared for them. Several 
participants had been patients for many years and had thoughts 
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about personal characteristics in staff members that could enhance 
dignity.
[…] I usually stay in my apartment and struggle with de-
pression and things like that. When you get to hear them 
say “have a nice day”, I become happy 
(Participant 1).
To be open-minded, have a good mood and show care for the pa-
tient were characteristics appreciated by the participants, and they felt 
it enhanced their dignity.
4.2.3 | Knowledge and persistent relations
The participants considered multiple factors with the organisation 
of the service that could enhance dignity. Good continuity provided 
possibilities for the patients and staff to know each other.
I prefer that it is not different people every day. When the 
person actually can give an evaluation on Wednesday, 
say that I´ve met X every day and think that it has been 
stable, good. […]. Well now, I only relate to approximately 
10 persons. I feel that these caregivers in a way accept 
me, they have learned to know me, there has been less 
trouble and those kind of things 
(Participant 4).
It was considered beneficial that the staff had knowledge about 
SUD and the participants’ situation. This prevented misunderstandings 
between the patients and the staff and made it possible for the staff to 
evaluate each patient's treatment.
4.3 | Factors depriving dignity
4.3.1 | Stigma and prejudices
All participants were diagnosed with opioid addiction and to be 
met with negative attitudes from others had become a part of 
their life. They regarded it as expected and natural that healthcare 
staff were scared meeting something that was unfamiliar. Several 
of the participants felt that the staff beliefs regarding SUD was 
a barrier for dignity, because they could be treated differently 
from other patients. They had experienced being met with preju-
dice and being stigmatized; they felt that the staff met them with 
suspicion.
I do not appreciate that everyone distrusts me and 
things like that, just because of my past. I know that 
there are many lies and things like that among people 
who live with addiction, but you actually change. Many 
do not believe the things you tell them to be true, I do 
not really like that 
(Participant 1).
If misunderstandings or faults occurred regarding their OMT medi-
cation, the participants felt that the burden of proof always was theirs. 
This could lead to consequences for the participants when the staff 
withheld their medication.
If they do not believe me, at times I do not get my medi-
cines delivered. The staff claim that I have been drugged 
… and I have not been intoxicated at all 
(Participant 4).
Some of the participants felt that to be addressed in a patronis-
ing way and being looked down upon was to be “treated as an ad-
dict.” It was a barrier for dignity that the staff had decided whom the 
patients were prior to the encounters, and based on this perception, 
the patients with SUD were treated differently than other patients.
4.3.2 | Insufficient relations and lack of 
confirmation
The participants told how they often had to wait for the staff and 
that they could even be forgotten. They felt that they were given 
lower priority than other users of the service and that their need for 
nursing was ignored.
Sometimes you have depressive periods where you want 
to get your medicine. Maybe you feel anxious in the 
morning. You wake up at eight, then you have to wait 
for them to come, they don’t come by nine, and then you 
even have to wait two more hours before they arrive… it 
has happened a couple of times that I had to call them. 
They had forgotten about me… 
(Participant 3).
Factors concerning the organisation of home-based nursing could 
be a barrier to dignity. It was experienced as negative if more than 
one caregiver visited for no obvious reason. That many different staff 
members provided the service made it difficult to get to know partic-
ular individuals.
4.3.3 | Experiencing disrespectful/patronising 
attitudes and lack of knowledge
The participants felt that the healthcare staff lacked knowledge 
about SUD and had negative attitudes. The staff made assess-
ments regarding whether the patients were affected by drugs 
based on inadequate knowledge and lacked an understanding of the 
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psychological aspects of SUD. Several of the participants told about 
a daily life dominated by anxiety and that the staff's behaviour con-
tributed to strengthening this anxiety.
They do not know how the daily life with addiction is. 
How the anxiety is, how to handle a person with panic 
attack and social anxiety, when you are scared to death 
when home-based nursing arrives. Therefore, if they do 
not know about things like that, they just come rush-
ing in. This is very scary. We were very afraid of people, 
we were scared a long time before home-based nursing 
arrived 
(Participant 2).
The participants felt that lack of knowledge about the OMT medica-
tions influenced the staff's attitude towards their treatment. This led to 
evaluations that started processes that became troublesome for the pa-
tients. The participants told how some of the staff members were neg-
ative, rude, lacked respect and were suspicious towards the patients.
I have had staff members who, if we started a discussion, 
slammed the door and left. There are people who treat 
me like shit 
(Participant 1).
The participants felt that lack of knowledge regarding SUD and the 
OMT led to the staff treating them disrespectfully. This offended the 
participants and was considered a barrier for dignity.
5  | DISCUSSION
5.1 | The meaning of dignity
The purpose of this study was to gain insight into the meaning of 
dignity for patients with SUD in the encounter with the home-
based nursing staff. Several of the participants experienced dig-
nity as something material. For them, material things reflected 
whether they had dignity or not. The participants highlighted an 
aesthetic aspect of material dignity. For the participants, appear-
ing as proper, being able to wear clean clothes and having a tidy 
home were expressions of dignity. Likewise, aesthetic factors had 
been a reflection on their inability to cope with life's daily chal-
lenges, which made them feel a lack of dignity. This outer aesthetic 
dignity belongs to the bodily dimension of the human being as de-
scribed by Edlund et al. (2013).
Several of the participants experienced dignity as something 
material, which is a dimension of dignity that has not been prom-
inent in discussions about dignity. People in our society who are 
living ordinary lives, with all the belongings that are regarded as 
normal, may take this for granted, and they do not consider the 
material aspect of dignity as important. In the encounters with 
patients with SUD paying attention to the patients’ home and 
material belongings contributed to an acknowledgement of the 
patients’ dignity.
Being respected by others was strongly connected to dignity 
by the participants. This experience of dignity was interpersonal 
and being trusted was important and made the participants feel 
respected as the human beings they are. This opens the possibility 
for care that is adapted to each patient and makes it possible for 
the patients to use their abilities. The experience of being truthful 
and trusted prevented the patient from feeling silly or incompetent. 
Eriksson (1995) described a subjective and relative dimension of dig-
nity connected to respectable, decent and correct acts.
Human dignity is described as absolute and universal (Edlund et 
al., 2013; Eriksson, 1995; Nordenfelt, 2004). The participants de-
scribed how dignity could be felt individually, as an inner experience, 
and as something personal. This could lead to patients with SUD 
feeling responsible for their own dignity, which can be a challenge 
for them. Prior studies states that patient with SUD can be judged 
by society and that prejudices can exist among health care staff 
(Howard & Holmshaw, 2010; Johansson & Wiklund-Gustin, 2016; 
Peckover & Chidlaw, 2007; van Boekel, Brouwers, van Weeghel, & 
Garretsen, 2013, 2014).
Being faced with negative attitudes can affect the patient's ex-
perience of their own value. It is important to acknowledge the ex-
perience of dignity as a feeling. Although the healthcare worker has 
opinions regarding dignity, the patients could have different opin-
ions. All humans adapt their understanding of dignity based on their 
own frames of references, and based on this perspective, the inner 
experience of dignity is important. Dignity can be changed because 
of fellow human acts and because of changes in the individual's body 
and mind (Nordenfelt, 2004) and can be influenced by culture and 
society (Edlund et al., 2013).
5.2 | Factors enhancing dignity in the encounters
It was important for the participants to be met with respect and ac-
knowledged. When the participants were treated in the same way 
as all other patients, they felt accepted for who they were and their 
past. Healthcare staff's attitudes are crucial, as patients in the OMT 
need a holistic approach (Go et al., 2011). Accepting the patients, 
their lives and their choices is regarded as the key for caregiving to 
this group of patients (Ford et al., 2008). The patients appreciated 
that the staff who administered their medication behaved respect-
ful, discreet and accommodating (Anstice et al., 2009). Respecting 
and confirming patients’ dignity is a fundamental aspect of high-
quality encounters between patients and district nurses (Nygren 
Zotterman et al., 2015).
The participants were aware of opinions and attitudes towards 
people with SUD in society, and they had experienced being stig-
matized. Addiction is often treated as a moral or criminal challenge 
instead of a health issue (Livingston et al., 2011). The need that pa-
tients with SUD have for fellowship, belonging, acknowledgement 
and respect has been described by Wiklund (2008b). When the staff 
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takes initiative and provides responses, it makes it possible for the 
patient to recover and feel alive (Wiklund, 2008b).
The participants experienced that being cared for by the staff 
enhanced dignity. Patients with SUD want knowledge-based care 
and treatment. In the encounters with this patient group, it is im-
portant to promote health and relieve suffering (Wiklund, 2008a). 
The participants appreciated that the staff was open-minded and in 
a good mood. That nurses are positive, accepting and supportive en-
hances the possibility that patients will maintain contact with health 
services (Go et al., 2011).
Knowledge about SUD and medications used in OMT enhanced 
dignity by providing staff with a better understanding of the partic-
ipant's situation. Go et al. (2011) describe the necessary knowledge 
required to care for patients with SUD as complex. It is important that 
the nurse understands the signs of withdrawal from the treatment, ac-
knowledges the importance of social support and has familiarity with 
and an understanding of the harm reduction aspect of the treatment 
(Go et al., 2011). Several studies describe the importance of knowledge 
and an understanding of the patients’ situation to offer them good care 
(Ford, 2011; Ford et al., 2008; Peckover & Chidlaw, 2007).
The participants considered continuity in the service important 
to enhance dignity, it made it easier to build trust and fewer misun-
derstandings occurred. There is less risk of difficulties in encoun-
ters when the patients and healthcare workers know each other 
(Macdonald, 2007).
5.3 | Factors depriving dignity
Being faced with prejudices and experiencing stigmatization was 
challenging for the participants. It was hard when the staff had made 
assumptions about the patients prior to the encounters. Several 
studies have identified challenges regarding healthcare staff's atti-
tudes towards patients with addiction. Living with SUD is treated 
as a moral and criminal challenge (Livingston et al., 2011), and stig-
matization of the patients leads to nurses not taking notice of the 
patient's personality (Peckover & Chidlaw, 2007).
In the encounters, the participants felt stigmatized when the 
healthcare staff were skeptical, negative and lacked respect. Staff 
behaving differently from what was expected from them in encoun-
ters may be connected to attitudes. Working with patients with 
SUD, especially patients using illegal drugs, had a lower status than 
working with patients with chronic diseases such as depression and 
diabetes (Gilchrist et al., 2011). van Boekel et al. (2013) states that 
healthcare workers showed negative attitudes towards patients 
with SUD and that factors such as violence, manipulation and low 
motivation affected health care given to these patients.
Several of the participants expressed an understanding of staff 
feeling unsecure meeting them. All the participants had lived with 
addiction for a relatively long time, they had experienced being con-
demned and some had experienced very difficult life conditions liv-
ing with violence and criminality. They expected staff to be unsure 
and scared in the encounters. Goffman (1963) used the term “moral 
career” to describe the process where an individual learns that they 
carry a stigma and its consequences.
All the participants felt that the home-based nursing staff lacked 
knowledge about SUD. A lack of knowledge and understanding of the 
mental aspect of SUD was considered troublesome. The staff met the 
patients in an invasive and abrupt manner that was scary for the pa-
tients. Participants had experiences in which the staff had withheld 
their OMT medication based on a suspicion of the patients being under 
the influence of “something.” The practice of withholding OMT med-
ication indicates a lack of knowledge about the harm-reduction per-
spective in the OMT. The goal is to reduce harm from substance abuse 
and not necessarily that the patients stop using substances (National 
Institute for Alcohol & Drug Research, 2013).
Prior studies have shown that healthcare staff could have negative 
attitudes towards patients with SUD. There is a connection between 
negative attitudes towards illegal drugs and the staff's therapeu-
tic attitude (Ford et al., 2008). Patients with SUD can be considered 
dangerous, leading to a practice where there always are two nurses 
together in the encounter, and therefore, it is hard to attend to the 
patients’ emotional, mental and social needs (Peckover & Chidlaw, 
2007). Interpersonal challenges can affect staff in the encounters with 
patients with SUD; the nurses feel unsecure if experiencing manipula-
tion and violent threats, and they feel it is challenging that the patients 
do not take care of their own health (Ford, 2011). Patients with SUD 
can provoke staff, which leads to staff distancing from the patient and 
make communication between them hard (Michaelsen, 2012).
The participants wished that the staff could attend courses and be 
educated about SUD. Prior studies have shown that staff in these ser-
vices may lack knowledge about psychiatry (Flöjt et al., 2014; Furåker, 
2012; Grönroos & Perälä, 2008). Staff who receive training in how to 
work with patients with mental health problems and SUD have less 
negative attitudes towards the patients (Howard & Holmshaw, 2010).
The empirical data in this study highlight several aspects regard-
ing the lack of knowledge of the healthcare staff that can be a bar-
rier for the patients’ experience of dignity. The fact that staff who 
lacked thorough knowledge about SUD should evaluate the patients’ 
state and withheld their medication was a challenging experience for 
the participants. The lack of understanding for their situation made 
the participants feel that the staff was not considerate of their sit-
uation. This seems to be a great paradox, as the lack of knowledge 
among those who should help and support the patients leads to a 
practice that is demanding for patients. Perhaps a lack of knowledge 
becomes even more apparent and challenging in encounters with 
patients with SUD. The healthcare staff not only face an encounter 
that they may feel is challenging but also experience an encounter 
that they may fear as something scary and unknown.
5.3.1 | Methodological considerations
The study followed scientific methods of data sampling and analy-
sis (Kvale & Brinkmann, 2009). A sample size of six participants was 
used to enlighten the research questions. In a study by Guest, Bunce 
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and Johnson (2006), the researchers tried to find what was an ad-
equate sample size for getting to the point that no new themes were 
observed in the data. The study showed that most central themes 
in a qualitative study could be identified after six interviews (Guest, 
2006). In our study, it appeared that the themes remained in accord-
ance with what was revealed earlier in the process after four inter-
views. Two more interviews were conducted, which contributed to 
additional nuances and adjustments of the themes.
The data sample was evaluated to be adequate to enlighten the 
research questions. The evaluation was done by the two researchers 
responsible for the study based on preparatory theoretical work and 
increased knowledge about the field. The importance of having a 
suitable data/material, which contains variations but is not too com-
prehensive to be analysed in a satisfactory way, has been stated by 
Malterud (2011).
It may not be possible to generalise results based on six inter-
views. In this study, the participants were recruited to enlighten 
the research questions in the study, who provided rich information 
about the subject. Morse (1997) states that it is important that the-
oretical work makes sense to practitioners and can be relevant in 
a clinical setting. We consider that the results of the study can be 
useful for staff who provide health care to patients with SUD.
Kvale and Brinkmann (2009) stated that the validity in conduct-
ing interviews is concerned with the quality of the interviews and 
the participants’ credibility. Erlandson, Harris, Skipper and Allen 
(1993) state the importance of the developed descriptions being 
true for the members of the settings. The participants were con-
sidered sincere in their statements, and the use of follow-up ques-
tions contributed to elaboration and confirmation of their stories. 
The fact that the participants were chosen and recruited by staff 
who worked with OMT patients on daily basis strengthened the 
credibility of the study and ensured diversity in the selection of 
participants. Patients with different treatment perspectives, both 
genders and various ages participated. Based on the time aspect of 
the study, we conducted only one interview with each participant. 
Another interview might be beneficial in further strengthening the 
credibility of the study.
To ensure transferability, it is important that the process 
searching for data is guided by a desire to get rich details and seeks 
to maximise the range of information (Erlandson et al., 1993). In 
the data-sampling process, the participants had both rehabilita-
tion and harm reduction as treatment perspectives, some received 
buprenorphine others methadone as medication. The participants 
were both genders and of different age. Based on the variety of 
participants and literature search conducted prior the study, it is 
considered that the results of the study could be transferable to 
similar contexts.
Erlandson et al., (1993) state that the researcher must make it 
possible to conduct external checks to ensure dependability. While 
conducting the study the second author had access to all parts of the 
project, including the transcribed interview texts and the process of 
interpretation. Individual interviews were employed in the data sam-
pling because we considered these most appropriate in bringing the 
participants’ stories to the fore and thereby highlighting each partic-
ipant's perspective. Confirmability was ensured in the way that all 
findings were based on the participants’ response. During the study, 
we focused on the findings being a result of the interviews and not 
the bias of the researchers as described by Erlandson et al., (1993).
Participants had lived in several places; thus, their stories 
were based on experiences from different parts of the country. 
The participants stated that participating in the study was a pos-
itive experience. It could be noted that the patients who agreed 
to participate in the study might have a more positive experience 
of being in the OMT programme than patients who did not partic-
ipate. The nurses in the outpatient clinic did not recruit patients 
who had challenges following the guidelines in the OMT pro-
gramme because it was considered that participating in the study 
could be stressful for these patients. Patients who struggled fol-
lowing the OMT guidelines may have added further perspectives 
to the study.
6  | CONCLUSION
The material dimension of dignity containing an aesthetically aspect 
was important for these patients. Dignity was also experienced as 
strongly connected to respect. Dignity can be enhanced by treat-
ing patients with SUD with understanding and respect, and dignity 
can be inhibited through stigmatization of patients with SUD, as 
well as by caregivers’ lack of knowledge. The study clarifies a need 
for more knowledge about SUD among healthcare staff, as well as 
promotes ethical awareness in encounters with patients regardless 
of their background. Dignity can be enhanced in encounters when 
healthcare staff truly wish to get to know the patients and treat each 
individual patient as a unique human being.
7  | RELE VANCE TO CLINIC AL PR AC TICE
This study contributes to a better insight into the meaning of dig-
nity for patients with SUD. These patients have a widespread and 
complex need for nursing, and it is challenging to develop a care 
service who attends to all their needs. Knowledge of patients with 
SUD experience of dignity and increased ethical awareness among 
healthcare staff can make healthcare staff more aware of their own 
attitudes and make it possible to be more considerate in encoun-
ters with patients with SUD. This can contribute to healthcare staff 
having a holistic approach to patients with SUD and preserve the 
patient's dignity by providing a service suited for each patient's in-
dividual needs.
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